. The reasons for abdominal localization of the fluid are not clear. The fluid of myxoedema ascites is characteritically straw-coloured and has the properties of an exudate with a protein concentration of 40-60 g/l and an electrophoretic pattern similar to that of serum (Taipole and Hokkanen, 1956 ). This may be helpful in the differential diagnosis in patients with cirrhosis and congestive cardiac failure where the protein content of the ascitic fluid is low and the fluid has the characteristic of a transudate.
Other workers (Paddock, 1950; Pathy, 1955) recorded by Arnheim (1935) , and since then, more than 100 cases of this complication have been recorded (Menguy, 1972) , and the incidence is estimated to be 1-2% (Steinberg, Trevor-Cooke and Alexander-Williams, 1973) .
Most authors agree that primary resection of the diseased segment is the surgical treatment of choice, but in view of the peritoneal contamination, controversy exists regarding the timing of the anastomosis. Primary anastomosis is favoured by Waye and Lithgow (1967) , and Graham and Baugh (1968) , but Menguy (1972) (Fig. 1) symptoms. There was no free gas on plain abdominal X-ray of this case and this also accords with the majority of reports (Waye and Lithgow, 1967) . Although the pathology usually reveals active on chronic disease (Steinberg et al., 1973) , perforation has been reported in acute ileitis (Nasr et al., 1969) . The commonest site of perforation is the ileum (Nasr et al., 1969) , but perforations have been described in the jejunum (Homb, 1946 ), Meckel's diverticulum (Horn and Rhoads, 1944) , caecum (Midgley, Thompson and Arbor, 1968) , and colon, Javett and Brooke, 1970) . These perforations have been single or not identified and only four cases of multiple ileal (Harjola, Appelqvist and Lilius, 1965; Crohn, 1965; Nasr et al., 1969; Menguy, 1972) , and one multiple jejunal perforation (Harjola et al., 1965) , can be found in the literature. Perforation appears most commonly to occur proximal to lumenal narrowing (Waye and Lithgow, 1967; Robinson and Craft, 1967; Steinberg et al., 1973) , as was the case in the present patient.
The results of merely oversewing the perforation carry a high mortality (Menguy, 1972 (Menguy, 1972) .
Primary resection with a double-barrelled ileocolostomy (Menguy, 1972) invariably gives rise to stomal problems and requires subsequent surgical closure which too is not without complication. As the disease in the present patient was localized and she was not receiving steroids, a primary resection and anastomosis was considered the procedure of choice, and proved successful.
In free perforation without gross peritoneal contamination, the absence of steroids in a previously undiagnosed case of Crohn's disease may favour primary resection and anastomosis. The presence of steroids in a known case of Crohn's disease may favour primary resection and temporary ileocolostomy, especially if peritonitis is severe.
